Blindness following cosmetic blepharoplasty is rare. According to DeMere's survey of 3000 physicians performing blepharoplasties' the occurrence was 0 04% or 1 case per 2500 operations. In 1969 Smith2 reported that visual loss following blepharoplasty was rarely encountered as a complication of blepharoplasty. Castanares3 reported that he had seen only I case of blindness following blepharoplasty, but had seen at least 40 cases of unilateral partial blindness during his 25 years of practice. Jafek4 reported one case of unilateral blindness attributed to an intraorbital haemorrhage following blepharoplasty with fat excision. His review of the medical literature revealed no case reports for such an occurrence over the previous 5 years. Putterman5 reported the case of a patient who suffered complete unilateral blindness following blepharoplasty with fat excision. With therapeutic intervention the affected eye of this patient was returned to its preoperative visual acuity with no apparent sequelae. Hueston and Heinze6 discussed the early diagnosis and surgical reversal of a case of blindness following blepharoplasty. They later reported a similar case of blindness reversed by wound decompression.7 They concluded that outpatient blepharoplasty procedures were 'intrinsically unsafe' and recommended close inpatient supervision postoperatively. Blindness following orbital surgery other than blepharoplasty was reported by Long and Ellis8 in 1971. Eight cases were described which followed orbital exposure by Berke-Kronlein technique. Blindness has also been described following reduction of fractured zygoma,9 the repair of orbital floor fractures,10 retinal detachment procedures,1' and neurosurgical procedures. 12 The most recent literature review and discussion of blindness following blepharoplasty was by Waller.13 He concluded that blindness is a rare but real complication of blepharoplasty which must be considered by the physician performing this operation.
Case report
A 70-year-old white male underwent bilateral cosmetic upper lid blepharoplasties with fat removal. Six weeks later he was scheduled to undergo cosmetic bilateral lower lid blepharoplasties, also with fat excision. His preoperative examination included a visual acuity of 20/20 in both eyes and was otherwise completely normal except for dermatochalasis of both lower lids. He had no history of hypertension or any other medical problem and was receiving no medication.
The procedure performed was a standard bilateral lower lid blepharoplasty under local anaesthesia as described in the AAOO manual on ophthalmic plastic surgery. ' The patient began to notice right orbital pain and significant swelling of the right lower lid 2 hours after surgery. He returned to the ophthalmology clinic about 4 hours after surgery. He stated that he had been unable to see light with his right eye for more than 1 hour before returning to the clinic. He had also experienced severe pain of his right eye during that time.
The initial evaluation revealed marked proptosis of the right eye with extensive subconjunctival haemorrhage, chemosis, limited motility, and periorbital oedema (Fig. 1) During the operative procedure care must be given to meticulous dissection, atraumatic tissue handling, and complete haemostasis. Undue traction on the orbital contents, especially during fat removal, can lead to orbital haemorrhage. Fat removal must be limited to that fat which presents itself through the orbital septum with only light pressure on the globe. The orbital septum should not be excessively opened to obtain orbital fat. When excising orbital fat, a clamp should be placed on the fat, the fat excised with scissors (to leave a larger stump on the clamp for cauterisation), and cauterisation carried out with a hot wire or bipolar cautery. Cautery should be used with care anterior to the orbital septum and never intraorbitally. Electrocoagulation by diathermy is not thought to be adequate for haemostasis. When the fat has been cauterised, the clamp should then be opened and the distal stump of fat examined for bleeding with additional cautery as necessary. Before closing the wound a dry field is essential to avoid complications. If epinephrine is used with the local anaesthetic, care must be exercised that postoperative rebound vascular dilatation does not occur in a previously dry field. During the first 2 hours postoperatively visual acuity assessments and observation for pain or proptosis should be performed every 10 minutes. The intervals can be lengthened to every 4 hours from 2 to 24 hours after surgery. The examination must be performed by qualified medical observers. A gauze pad soaked in iced or chilled saline can be loosely applied over the eyes for the first 24 hours to decrease swelling.
Should signs or symptoms of an orbital haemorrhage occur, the surgeon should be contacted immediately. If decreasing visual acuity is found secondary to the suspected orbital haemorrhage, emergency treatment measures should be immediately instituted as outlined above. If visual loss is reversed, careful monitoring of the patient's visual status is necessary including visual acuity, pupillary reaction, fundus examination, and visual fields until the patient's condition is entirely stable.
